Background: Much research attention has been given to the high rates of psychosis
In recent years, the number of studies on this theme has increased exponentially, partly as a result of the increasing availability of large datasets of psychiatric records in which ethnicity has been recorded. Research in this area is at a critical point where a number of theories have been proposed, along with some supporting evidence, but a convincing explanation has yet to be established. A range of possible causal factors have been proposed, including disadvantaged socio-economic status, repeated experiences of discrimination and racism, social isolation and lack of access to social capital. While supporting evidence has been given for each, studies often lack a clear overall theoretical framework to explain why migrant and ethnic minority groups are at an increased risk.[ [4] [5] [6] [7] It has been argued that for research in this field to now progress we need to look in greater detail at the processes behind these differences and, to this end, research would therefore benefit from qualitative study designs.[ [8] [9] [10] ] In this way, phenomena that might otherwise be missed using administrative or survey data could be explored in much greater depth, as could the specific social and geographical contexts in which they occur.
We propose that one useful starting point would be the accounts of ethnic minority service users themselves, investigating those explanatory factors they think are most relevant. This would also have important secondary benefits; this is a politically sensitive topic, and the way findings have been disseminated has in the past met with a hostile reception, in part, because authors may have failed to recognize how their work might be interpreted by the Black community.[ 11, 12 ] There is, however, a paucity of explanatory accounts from Black and minority ethnic minority service users. While there are some relevant studies, they have not approached mental health service users directly about their explanations for the increased rates of severe mental illness in their community. [ 9, 13 ] We argue that it is important to understand how members of Black and minority ethnic (BME) groups themselves perceive issues of concern to them, not only to inform research, but also to better communicate the results of research and how we translate these into interventions. We therefore set out to investigate Black mental health service users' explanatory accounts of ethnic differences in the diagnosis of psychotic illness. We used focus groups as we were interested in hear- Mind, and approaching existing participants' contacts who met the recruitment criteria (snowball sampling).
A series of four groups were held in different community settings in Lambeth and Southwark between July 2014 and July 2015 including a total of 35 participants (69% male/31% female).
| Focus group procedure
Each participant was given an information sheet, and the purpose of the study and the implications of taking part were explained to them before obtaining consent to participate. The focus groups were chaired by a BME former mental health service user with extensive experience working with this client group in a therapeutic environment. PS introduced the project and provided an overview of the study aims at the beginning of each group and helped with their facilitation. PS took notes during the discussion, which then helped to facilitate the interpretation and analysis of the focus group transcripts.
Each group lasted between 60 and 90 minutes, and discussions were semi-structured with discussion topics and prompt questions outlined in the study topic guide. The study topic guide was intentionally broad to avoid framing the discussions according to pre-defined academic concepts, and a group facilitator was deliberately chosen who did not have an academic background. Also, as the groups progressed, the topic guide evolved to better reflect the priorities of participants. All meetings were audio-recorded, recorded with participants consent, and transcribed at which point any identifying details were removed.
| Data analysis
Data were synthesized through a comprehensive process of thematic analysis, aiming to elicit the salient themes arising from the focus group discussions and subsequent feedback. A hybrid approach of inductive and deductive analysis was used.
[
Transcripts and focus group notes were managed using NVivo. Data were coded through detailed reading by two researchers (MK, PS), in close collaboration with the other members of the research team (DA, EP), using an inductive approach.
The research team met regularly to reflect on the data and identify and discuss emerging themes in an iterative process. These themes were cross-checked across the focus group data and notes. An overarching conceptual framework was refined by the research team to enable the data to be synthesized to examine relationships between themes and develop explanatory accounts for the data until a thematic saturation point was achieved, whereby no new themes emerged.
Member checking of emergent findings was carried out by asking the participants, either by email or phone to comment on the accuracy of the themes. All participants were sent a copy of a brief outline of preliminary themes to comment on. Four participants responded at this stage of the analysis, and their feedback was incorporated in the analysis.
| RE SULTS
A range of views were expressed in the groups, and several prominent themes emerged. Some participants felt that mental health issues were an individual matter and did not agree that being in a particular group, because of ethnicity or any other characteristic, was relevant. The majority, however, felt that members of the Black community were more likely to be diagnosed with a psychotic illness and that this reflected a greater underlying risk. There was much discussion about how this in turn was related to wider disadvantages.
The overarching themes are presented below along with anonymous illustrative quotes.
| Within-and between-group comparisons
The characteristics of each focus group, including the way they were recruited, had a bearing on the study results (see Table 1 ). The first three groups were recruited in the same way, initially drawing on members of a Black mental health support group and also advertising to day centre attendees at a local MIND branch. We then encouraged those who were interested to invite friends and contacts. Group 1 comprised both Black Caribbean and Black African participants, and there were important differences in the accounts of both ethnic groups, for example around the question of stigma within their respective communities. We therefore decided to run subsequent groups for each ethnic group separately. Focus groups 1 (mixed) and 3 (Black Caribbean) were similar in size, and the tone of the discussion was also similar. Participants were highly engaged with the topic, and there were often heated exchanges of views.
For example, many felt strongly that racism and discrimination were central to explanations for increased rates of mental illness. Others, however, felt that views expressed were overly negative and hostile to the majority White population. This was a particular cause of friction for some participants in group 3. Focus group 2 (Black African)
was much smaller and more cohesive, with participants tending to reinforce the points others in the group had made. This group were particularly concerned about the role stigma plays in the Black African community and how this can exacerbate the experience of mental distress. They placed less weight on discrimination and racism as contributory factors (compared to groups 1 and 3). Focus group 4 (Black African) were recruited through a local GP practice and were more divided than previous groups, with participants split between those who saw social factors, such as discrimination, as relevant and those who felt that mental health should be primarily an individual responsibility. The latter were therefore more inclined to look for individual explanations rather than examine factors operating at the level of the wider BME community, and therefore saw debates about ethnic differences as largely unhelpful and consequently engaged least with the research question.
| Theme 1: Accumulation of stressors
Much of the groups' explanatory framework centred on the accumulation of life stresses resulting from multiple social disadvantage, both directly and indirectly related to ethnicity:
We're dealing with things like poverty, isolation, a lot of people are coming from other countries, asylum seekers … They have stress where they are, they've got stress when they come over here. Note. Six people attended both groups 1 and 3 giving an overall total of 35.
TA B L E 1 Focus group characteristics
Some talked specifically about employment, and the challenge of securing work was viewed as a significant contributing factor:
It's a stress related illness for instance if you go to get a job and you get turned down that could be stress related so that could build up eventually. This was not just an individual experience but was felt to be something accumulated, and inherited, over generations:
There's something in our psyche that comes down from all these generations where we're feeling disem-
Therefore, the impact of everyday problems became heightened:
you have to deal with your own personal issues, so for example whether it's a marriage breakdown, whether it's a pregnant, a divorce, a funeral. Which everyone goes through, but you're picking up the daily stresses combined with the ones that come from our ancestors.
(Focus Group 1)
Often a sense of social adversity was heightened for those not born in the UK due to the unmet expectations they had when they arrived: Further, the rates of psychosis, expressed in terms of recovery,
were contrasted with their country of origin:
People recover in the Caribbean and Africa and they recover in Asia, whereas over here we're just in a vicious circle of poverty where you're just going round and round and round.
(Focus group 1)
| Theme 2: Experience of discrimination within mental health services
While many thought the underlying risk of psychosis was greater in the Black community, it was also a commonly held view that they were more likely to be diagnosed:
People from the Black community are quickly diag- 
However, some felt this also led to situations where their illness went unrecognized, reflecting that they were more likely to receive treatment when most able to express their frustrations, rather than when experiencing negative symptoms. However, it was during such episodes when they were least articulate that they could be most in need of help: This was partly understood to be because of the limited treatment being offered:
I know a lot of people and you'll find that they're still in and out of hospital, in and out of hospital, in and out of hospital. 
| Theme 3: Absence of community support
The absence of a community support system was also highlighted as a particular risk factor for mental illness in the Black community.
For instance, where previously the extended family might have played an important role this was no longer seen to be the case:
We just don't have support systems. I mean my par- More commonly, the experience was a negative reaction from friends and family members:
My dad came to visit me in ## and he told my sis-
ter, ##'s gone to a very bad place, ## Hospital and my friends came visiting me, from the church and they were to see if I was okay and that, but being in hospital it was frowned upon and people thought, like `Oh, he's a bad person'. It's hard to explain, like how people treat you and that when you're mentally ill. Even your own family can disown you (Focus group 2)
| D ISCUSS I ON
We set out to investigate Black mental health service users' views about and explanations for the elevated rates of psychosis reported among ethnic minority groups. This was perceived by almost all participants as a problem in their community, and a range of explanations were given. Most often this was attributed to an accumulation of stressors that were specific to members of the Black community.
Stresses attributed to socio-economic deprivation and discrimination were seen to be further compounded by inequitable treatment from mental health services and a tendency to over-diagnose ethnic minorities with a psychotic illness. The absence of community and support networks was also highlighted while some felt that stigma from within the Black community itself was an important factor.
Many of these accounts closely parallel explanations put forward by the academic community. Accumulated social adversity including unemployment, social isolation and poor education has been shown to contribute to the increased risk of psychosis among ethnic minority groups, [ 7 ] and it is the cumulative nature of these stressors that is most often attributed a causal role. [ 7, 24, 25 ] For many, the underlying, or fundamental, cause behind these experiences of adversity is racial discrimination [ 8, 26, 27 ] and this is as much a unifying theme in the academic literature as it was in the focus group accounts. The role that mental health services play, in terms of both poorer quality and more coercive treatment for ethnic minorities, is also well documented. Lastly, it has long been recognized that stigma associated with mental illness can itself play a causal role.[ 33, 34 ] However, it is only recently that attention has been paid to internal stigma within some ethnic minority groups. 
| Study strengths and limitations
There is now an extensive literature on patients' explanatory models, that is the way patients make sense of the illnesses they suffer in contrast to formal medical "scientific" explanations. However, this investigation was more concerned with how patients explained illness at a community or population level. The contrast here is between how an individual patient accounted for their illness and how a group of patients explains the patterning of illness across their community-hence the descriptor of "lay epidemiology" and the use of focus group methods to elicit these population perspectives.
Inevitably, some of the focus group discussion did relate to individual experiences but in the main all groups managed to give voice to their collective experience and discuss issues they saw as contributing to the increased rates of psychosis in their community. An important benefit of the study was that each group was facilitated by a member of the Black community with experience of mental health service use, and this may help explain why participants were happy to share their views. A further strength of the study was the use of focus groups to elicit accounts pertinent to the experience of the Black community as a whole rather than concentrating solely on individual experiences. We also made sure that our initial findings were shared with participants for their feedback. However, despite an invitation to comment on the emerging findings, only four focus group members responded. While broadly supportive of our findings, feedback was most often concerned with individual mental health experiences alone. This response itself provides some indication of how focus groups differ and the sorts of responses we may have encountered had we instead used individual interviews. However, a focus group methodology is much less likely to be effective at exploring psychological explanations, such as issues of personal identity and acculturation stress which have also been proposed to explain some of these ethnic differences.[ 38, 39 ] For this, a complementary series of one-to-one interviews could be more relevant.
We also acknowledge a potential bias where coders, already familiar with the academic literature, might frame lay accounts according to already established themes. However, we made sure to use a second coder, from outside of the field of psychosis research, whose independent analysis arrived at a very similar set of themes to the first coder. At the analysis stage, we also involved respondents themselves, circulating summaries of the main themes and incorporating subsequent comments. It is, however, difficult to make a claim for these groups to be truly representative as participants were selfselected having been motivated to participate in the first place.
The recruitment strategy used will also have influenced the kind of responses received. Given the well-known difficulties recruiting mental health service users, especially from BME communities[
40,41
] we decided to take a pragmatic approach by recruiting participants through a local voluntary sector organization with strong links with the target population. To test whether links with this one organization affected the views expressed, we also recruited one group (focus group 4) from mental health users attending a GP practice. It is notable that this was the least cohesive of the four groups and also the least likely to engage with the research question.
While we were restricted to English speaking participants only for this study, we were able to achieve a balance of Black Caribbean and Black African participants, broadly representative by age and gender. However, we acknowledge that this is a small exploratory study of specific groups of people at a specific time. Despite this, we argue participants were able to speak on behalf of their community to convey something of the universality of their experience and, in this way, contribute to our understanding of ethnic differences in mental health.
| CON CLUS ION
Epidemiological research identifies risk factors for mental illness; many of these factors, such as socio-economic status or gender or age, that seem causally related to mental illness, might not be recognized by patients themselves. Lay epidemiology attempts to explore how lay people account for the experience of illness in their community. As such, it tends to capture reasons rather than causes but it has the potential to reveal the processes by which mental illness comes about. This qualitative study of lay accounts has offered some support for the epidemiologist's risk factors.
Deprivation, here presented in a richer and more nuanced way, is clearly recognized as a significant factor in both determining and maintaining mental illness in the Black community. But what is particularly salient, and often missing from epidemiological accounts, is the experience of stigma internal to the Black community. These Black mental health service users report stigma as operating indirectly in exacerbating their state of deprivation but also directly through the reactions of others to their behaviour. On the one hand, these "others" are the mental health services that for some-though not all-continue to show institutional racism, but on the other hand the Black community itself can be a source of stigma given its understanding of mental illness. These lay epidemiology accounts therefore provide insights into questions of aetiology that may otherwise be missed by more conventional risk factor models.
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